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National, State, and Local Area Vaccination Coverage Among 
Children Aged 19-35 Months — United States, 2007 


The National Immunization Survey (NIS) provides vacci- 
nation coverage estimates among children aged 19-35 months 
for each of the 50 states and selected urban areas.* This report 
describes the results of the 2007 NIS, which provided cover- 
we estimates among children born during January 2004—July 
2006. Healthy People 2010 established vaccination coverage 
targets of 90% for each of the vaccines included in the com- 
bined 4:3:1:3:3:1" vaccine series and a target of 80% for the 
combined series (/). Findings from the 2007 NIS indicated 
that >90% coverage was achieved for most of the routinely 
recommended vaccines (2). The majority of parents were vac- 
cinating their children, with less than 1% of children receiv- 
ing no vaccines by age 19-35 months. The coverage level for 
the 4:3:1:3:3:1 series remained steady at 77.4%, compared 
with 76.9% in 2006. Among states and local areas, substan- 
tial variability continued, with estimated vaccination cover 
age ranging from 63.1% to 91.3%. Coverage remained high 
across all racial/ethnic groups and was not significantly differ- 
ent among racial/ethnic groups after adjusting for poverty sta- 
tus. However, for some vaccines, coverage remained lower 
among children living below the poverty level compared with 


children living at or above the poverty level. Maintaining high 
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vaccination coverage and continued attention to reducing 
current poverty disparities is needed to limit the spread -pre- 
ventable diseases and ensure that children are protected. 

To collect vaccination information on age-eligible children 
(i.e., those aged 19-35 months), NIS uses a quarterly, random- 
digit—dialing sample of telephone numbers for each survey 
area. When respondents grant permission to contact provid- 
ers, the telephone interview is followed by a mail survey of the 
children’s vaccination providers to validate immunization 
information. NIS methodology, including how the responses 
are weighted to represent the population of children aged 19 
35 months, has been described previously (3). During 2007, 
the household response rate (4) was 64.9%; a total of 17,017 
children with provider-verified vaccination records were 
included in this report, representing 68.6% of all children 
with completed household interviews. Statistical analyses were 
conducted using t-tests. Differences were considered statisti- 
cally significant at p<0.05. A poverty status variable was added 
to the logistic regression models to control for racial/ethnic 
differences among children living at or above the poverty level 
and children living below the poverty level. This report 
describes coverage levels for vaccines that have been included 
in the routine childhood vaccination schedule recommended 


by the Advisory Committee on Immunization Practices (ACIP) 
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In 2007, national coverage with the 4:3:1:3:3:1 series was 
7.4%; this coverage has been stable since 2004. Coverage 
with the combined 4:3:1:3:3:1:4 vaccine series (i.e., the 


> 


4:3:1:3:3:1 series plus >4 doses of 7-valent pneumococcal con- 
jugate vaccine [PCV7]) is being reported for the first time 
and was 66.5%. National coverage was >90% for each of the 
vaccines included in the 4:3:1:3:3:1 series except for >4 doses 
of DTaP (84.5%); coverage with >3 doses of DTaP was 95.5% 
(Table 1). Coverage with >1 dose of varicella vaccine (VAR) 
reached 90% for the first time. VAR coverage among Amert- 
can Indian/Alaska Native (AI/AN)$ children increased sig- 
nificantly, from 85.4% in 2006 to 94.9% in 2007. National 
vaccination coverage estimates for PCV7 continued to increase, 
from 86.9% in 2006 to 90.0% in 2007 for >3 doses and from 
68.4% to 75.3% for >4 doses. Among AI/AN children, cov- 
erage with the fourth dose of PCV7 increased significantly, 
from 62.7% to 80.4%. 

Substantial differences were observed in vaccination cover- 
ge among states and local areas (Table 2). Estimated cover- 
age for the 4:3:1:3:3:1 series ranged from 91.3% in Maryland 
to 63.1% in Nevada. Among the 14 local areas included in 
the 2007 NIS, coverage with the 4:3:1:3:3:1 series ranged from 
82.2% in Philadelphia, Pennsylvania, to 69.6% in San Ber- 
nardino, California. 

Vaccination coverage levels were higher among Al/ANs com- 
pared with whites for measles, mumps, and rubella (MMR) 
vaccine, hepatitis B (HepB) vaccine, and VAR (Table 3). Cov- 
erage with the fourth dose of DTaP and the fourth dose of 
PCV? among black children was not significantly lower than 
white children after controlling for poverty status. Vaccina- 
tion coverage with the fourth dose of DTaP and the fourth 
dose of PCV7 was lower among children living below the 
poverty level compared with children living at or above the 
poverty level, but this difference declined trom 6.1% in 2006 
to 4.8% in 2007 for >4 doses of DTaP and from 9.4% in 


2006 to 3.5% in 2007 for >4 doses of PCV7. Vaccination 


coverage levels were similar across all racial/ethnic groups tor 


the 4:3:1:3:3:1 series. Coverage differed for this series among 


children living at or above the poverty level compared with 
children living below the poverty level, but this difference 
declined from 4.9% in 2006 to 3.2% in 2007. Coverage 
between white and black children with the 4:3:1:3:3:1:4 
series was not significantly different after controlling for 
poverty status. 
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TABLE 1. Estimated vaccination coverage among children aged 19-35 months, by selected vaccines and dosages — National 


Immunization Survey, United States, 2003-2007 





2003* 


2004t 


20058 20061 2007** 





Vaccine % (95% Citt) 


% 


(95% Cl) 





(95% Cl) % (95% Cl) % (95% Cl) 





DTP/DT/DTaPS§ 

23 doses 

24 doses 
Poliovirus 
MMR™ >1 dose 
Hib*** >3 doses 
Hepatitis B >3 doses 
Varicella 21 dose 
PCv7ttt 

23 doses 

24 doses 
Combined series 

4:3:1588 

4:3:1:37™ 

4:3:1:3:3"" 

4:3:1:3:3:1tTTT 

4:3:1:3:3:1:48555 
Children who received no vaccinations 


96.0 (+0.5) 
(+0.8) 
(+0.7) 
(+0.6) 
(+0.6) 
(+0.6) 
(+0.8) 


95.9 
85.5 
91.6 
93.0 
93.5 
92.4 
87.5 


(+1.0) 
(+1.0) 


73.2 
43.4 


(+0.9) 
(+0.9) 
(+0.9) 
(+1.0) 
(+1.0) 
(+0.1) 


83.5 
82.5 
80.9 
76.0 
38.4 

0.4 


(+0.5) 
(+0.8) 
(+0.7) 
(+0.6) 
(+0.6) 
(+0.6) 
(+0.7) 


(+1.0) 
(+1.1) 


(+0.9) 
(+0.9) 
(+0.9) 
(+1.0) 
(+1.1) 
(+0.2) 


95.8 
85.2 
92.8 
92.3 
93.4 
93.3 
89.2 


(+0.5) 
(+0.9) 
(+0.7) 
(+0.7) 
(+0.6) 
(+0.6) 
(+0.8) 


(+0.5) 
(+0.9) 
(+0.6) 
(+0.6) 
(+0.6) 
(+0.6) 
(+0.7) 


95.5 
84.5 
92.6 
92.3 
92.6 
92.7 
90.0 


(+0.5) 
(+0.9) 
(+0.7) 
(+0.7) 
(+0.7) 
(+0.7) 
(+0.7) 


(+1.0) 
(+1.3) 


86.9 
68.4 


(+0.8) 
(1.1) 


90.0 
75.3 


(+0.8) 
(+1.2) 


(+1.0) 
(+1.0) 
(+1.0) 
(1.1) 
(1.3) 
(+0.1) 


83.1 
82.1 
80.5 
76.9 
60.1 

0.4 


82.8 
81.8 
80.1 
77.4 
66.5 

0.6 


(+0.9) 
(+1.0) 
(+1.0) 
(+1.0) 
(+1.2) 
(+0.1) 


(1.0) 
(+1.0) 
(+1.0) 
(1.1) 
(+1.3) 
(+0.2) 





* Born during January 2000—July 2002. 
t Born during January 2001—July 2003. 
S$ Born during February 2002-July 2004. 


1 Born during January 2003—June 2005 (2006 estimates based on National Immunization Survey dataset, which was rereleased on February 25, 2008, after correcting for 


Hispanic overcount in nine states) 
** Born during January 2004—July 2006 
tt Confidence interval 


§§ Diphtheria, tetanus toxoids and pertussis vaccines, diphtheria and tetanus toxoids, and diphtheria, tetanus toxoids, and any acellular pertussis vaccine. 


™ Measles, mumps, and rubella vaccine. 
*** Haemophilus influenzae type b (Hib) vaccine. 
ttt 7-valent pneumococcal conjugate vaccine (PCV7). 


§8§ >4 doses of DTaP, 23 doses of poliovirus vaccine, and 21 dose of any measies-containing vaccine. 


™ 4:3:1 plus 23 doses of Hib vaccine. 

**** 4:3:1:3 plus 23 doses of hepatitis B vaccine 
ttt 4:3:1:3:3 plus 21 dose of varicella vaccine. 
8958 4:3:1:3:3:1: plus 24 doses of PCV7. 
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Editorial Note: NIS is the only population-based, provider- 


verified survey to provide national, state, and local area esti- 
mates of vaccination coverage among children aged 19-35 
months. The results of the 2007 survey indicate that vaccina- 
tion coverage for vaccines recommended routinely by ACIP 
since 2000 and before (2) reached record high levels. Improve- 
ments in vaccination coverage for VAR meant that national 
coverage estimates for all individual vaccines in the 4:3:1:3:3:1 
series were >90%, except coverage with >4 doses of DTaP. 
Coverage with >4 doses of PCV7 also was <90%. However, 
3-dose coverage for both DTaP and PCV7 remained high. 
Coverage with 


3% in 2007, 


-4 doses of PCV7 increased significantly to 
75 1 substantial increase since PCV7 was first 
recommended in 2000 (5). However, coverage with >4 doses 


of DTaP has not changed during the past 5 years. Increasing 


coverage for the fourth dose of DTaP and the fourth dose of 


PCV7 would improve national coverage for the 4:3:1:3:3:1 
3:3 


series and the 4:3:1:3:3:1:4 series, which will be used to moni- 


cor the Healthy People 2010 immunization objectives begin 


ning with 2009 NIS data. The vaccine shortage that ended in 
September 2004 (6) might have reduced coverage with the 
fourth dose of PCV7 among children in the 2007 NIS cohort 
(i.e., those born during January 2004—July 2006). Use of 
effective interventions, such as parent and provider reminder: 
recall, reducing out-of-pocket costs, increasing access to vac- 
cination, and multicomponent interventions that include edu- 
cation might further improve overall coverage in areas where 
coverage is low (7). In addition, closing the coverage gap 
between areas with the highest and lowest coverage remains a 
priority. To achieve this, further collaborative efforts among 
CDC, state immunization coordinators, immunization 
programs, and other entities are essential. 

Vaccination coverage among AI/AN children for VAR, 
MMR vaccine, and the fourth dose of PCV7 increased sig- 
nificantly in 2007 compared with 2006; in 2007, coverage 
levels among AI/AN children were higher for two of these 
vaccines (VAR and MMR vaccine) compared with white chil- 


di 


Service information system and state immunization informa- 


en. Improved exchange of data between the Indian Health 


tion systems and implementation of evidence-based strategies 


such as reminder/recall at Indian Health Service and tribal 
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TABLE 2. Estimated vaccination coverage for the 4:3:1:3:3:1* and 4:3:1:3:3:1:4t vaccination series and selected individual vaccines 
among children aged 19-35 months, by state and selected local areas — National Immunization Survey, United States, 20075 

>4 DTaP? >1 MMR* >1 VARtt >4 PCV7S 4:3:1:3:3:1 4:3:1:3:3:1:4 
State/Area % (95% CIM) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) 


United States 84.5 (20.9) 92.3 (20.7) 90.0 (0.7) 75.3 (+1.2) 77.4 (+1.1) 66.5 (+1.3) 
Alabama 85.4 (5.2) 95.0 (+2.8) 92.0 (+4.5) 79.6 (+5.7) 78.2 (+6.3) 67.3 (+7.0) 
Alaska 81.7 (+5.6) 89.7 (24.1) 80.5 (+6.0) 80.9 (+6.0) 70.1 (+6.8) 64.4 (+7.3) 
Arizona 85.4 (+5.7) 89.0 (+4.8) 86.0 (+5.4) 76.8  (+6.6) 75.2 (+6.7) 66.1 (+7.3) 
Arkansas 78.8 (+5.8) 92.5 (+3.1) 89.2 (+4.2) 65.4 (+6.4) 72.3 (+6.2) 57.4 (+6.5) 
California 849 (+4.0) 946 (+2.4) 93.2 (+2.6) 78.8 (+48) 77.1 (+4.7) 67.7 (+5.4) 
Alameda County 83.1 (+5.4) 91.6 (+4.4) 89.6 (+4.5) 80.7 (+5.7) 76.3 (+5.8) 69.4 (+6.2) 
Los Angeles County 84.0 (+5.3) 95.8 (+2.8) 93.9 (+3.3) 74.8 (+6.2) 78.0 (+5.9) 65.0 (+6.7) 
San Bernardino County 74.8 (+6.2) 90.3 (+4.3) 89.8 (+4.4) 68.6 (+6.4) 69.6 (+6.5) 57.5 (+6.8) 
Rest of state 86.4 (+5.8) 94.7 (+3.5) 93.5 (+3.8) 81.3 (+7.1) 77.4 (+7.0) 69.7 (+8.1) 
Colorado 82.1 (+7.0) 91.2 (+4.5) 88.9 (+5.9) 70.7 (+8.7) 78.0 (+7.8) 64.3 (+9.1) 
Connecticut 91.1 (4.4) 95.3 (+2.8) 94.2 (+3.3) 88.8 (+4.9) 86.8 (+5.0) 81.2 (+5.9) 
Delaware 86.9 (+4.5) 948 (+3.3) 92.1 (+3.8) 77.3 (+6.2) 80.3 (+5.7) 68.6 (+6.7) 
District of Columbia 85.1 (+5.6) 95.2 (+3.3) . (+3.5) 77.5 (+6.2) 81.6 (+5.9) 71.0 (+6.7) 
Florida 85.0 (+5.2) 92.3 (+4.1) . (+4.4) 66.1 (+6.7) 80.3 (+5.5) 61.8 (+6.8) 
Miami-Dade County 86.0 (+5.0) 95.4 (+3.0) (+4.5) 61.2 (+7.3) 76.1 (+6.3) 53.8 (+7.4) 
Rest of state 84.9 (+6.0) 91.8 (+4.8) : (+5.1) 67.0 (+7.8) 81.0 (+6.4) 63.2 (+7.9) 
Georgia 85.5 (+5.2) 91.4 (+4.2) . (+4.1) 75.5 (6.7) 79.6 (+6.0) 65.9 (+7.2) 
Hawaii 90.6 (+3.8) 93.8 (+3.7) . (+2.6) 80.7 (+5.8) 87.5 (+4.5) 77.4 (+6.1) 
idaho 77.2 (+6.3) 86.1 (+5.2) (+6.4) 66.6 (+7.2) 65.6 (+7.2) 52.9 (+7.6) 
ilinois 81.6 (+4.2) 93.1 (+2.7) ‘ (+3.4) 76.0 (+4.5) 73.5 (+4.8) 65.8 (+5.0) 
City of Chicago 78.2 (+6.4) 89.5 (+4.7) . (+4.2) 69.0 (+6.7) 71.0 (+6.7) 60.6 (+6.8) 
Rest of state 82.7 (+5.2) 94.4 (+3.2) (+4.4) 78.5 (+5.6) 744 (+6.0) 67.6 (+6.3) 
Indiana 80.3 (+4.4) 90.4 (+3.3) ; (+3.5) 70.4 (+5.2) 74.0 (x4.6) 61.8 (+5.3) 
Marion County 80.8 (5.2) 87.5 (+4.6) (+4.6) 75.0 (+5.7) 71.4 (+5.9) 63.2 (+6.3) 
Rest of state 80.2 (+5.2) 91.0 (+3.9) . (+4.2) 69.4 (+6.1) 745 (+5.4) 61.5 (+6.3) 
lowa 83.0 (+5.9) 93.0 (+3.8) (+4.6) 72.3 (+6.6) 75.9 (+6.3) 64.2 (+6.9) 
Kansas 87.0 (+4.9) 93.1 (+3.5) ’ (+4.1) 75.0 (+6.2) 76.0 (+6.0) 64.8 (+6.8) 
Kentucky 85.2 (+5.8) 90.8 (+4.6) ‘ (+5.1) 69.7 (+6.5) 78.2 (+6.2) 63.3 (+6.7) 
Louisiana 80.1 (+5.9) 92.9 (+3.4) (+3.7) 76.0 (+6.0) 77.0 (+6.1) 66.9 (+6.9) 
Maine 86.7 (+5.4) 90.2 (+48) (+5.3) 82.5 (+5.6) 72.9 (+6.9) 67.0 (+7.2) 
Maryland 948 (+2.4) 97.1 (+2.0) . (+1.9) 84.4 (+5.9) 91.3 (3.1) 79.9 (+6.2) 
Massachusetts 90.0 (+5.0) 93.3 (+4.6) (+5.6) 85.1 (+6.3) 779 (+7.3) 76.0 (+7.4) 
Michigan 84.3 (+6.1) 89.5 (+5.3) (+5.3) 71.1 (+7.4) 78.8 (+6.7) 66.9 (+7.5) 
Minnesota 88.9 (+4.7) 949 (+2.8) . (+4.7) 82.1 (+6.2) 80.5 (+6.1) 72.8 (+6.9) 
Mississippi 81.0 (+6.8) 87.2 (+5.8) (+5.6) 65.8 (+7.8) 77.1 (+7.0) 61.2 (+7.9) 
Missouri 80.6 (+6.5) 89.0 (+5.2) (+5.0) 73.7  (+7.0) 76.1 (+6.9) 64.7 (+7.5) 
Montana 79.1 (+5.8) 89.6 (+4.0) (+5.8) 70.7 (+6.7) 65.3 (+6.9) 58.0 (+7.0) 
Nebraska 87.8 (+5.3) 94.0 (+3.7) . (+3.8) 80.5 (+6.5) 82.9 (+6.0) 74.4 (+7.1) 
Nevada 71.4  (+7.3) 86.3 (+4.9) (+5.5) 61.7 (+7.5) 63.1 (+7.6) 50.7 (+7.5) 
New Hampshire 94.4 (+3.5) 96.6 (+2.6) (+3.1) 87.3 (+5.3) 90.6 (+4.3) 80.5 (+6.2) 
New Jersey 85.3 (+5.9) 91.2 (+5.5) . (+4.8) 69.3 (+7.8) 80.5 (+6.4) 62.3 (+7.9) 
New Mexico 81.6 (+7.0) 90.6 (+3.6) . (+3.9) 72.0 (+76) 76.0 (+7.2) 65.4 (+7.7) 
New York 88.9 (+2.9) 93.6 (+2.1) (+3.2) 75.1 (+4.5) 778 (+4.1) 65.2 (+4.9) 
City of New York 84.7 (+4.5) 91.9 (+3.2) (+3.9) 73.4 (+5.4) 76.3 (+5.3) 64.4 (+6.0) 
Rest of state 92.8 (+3.8) 95.2 (+2.6) (+5.1) 76.7 (7.2) 79.1 (+6.3) 65.9 (+7.6) 
North Carolina 85.8 (+5.0) 96.9 (+2.0) ; (+4.1) 81.7 (+5.6) 77.3 (+6.5) 70.1 (+7.0) 
North Dakota 85.5 (+49) 95.2 (+2.9) (+3.8) 81.4 (+5.5) 77.2 (+5.7) 68.9 (+6.3) 
Ohio 86.6 (+4.9) 90.7 (+3.7) (+4.1) 74.7 (+6.0) 77.7 (+5.8) 64.5 (+6.5) 
Oklahoma 82.7 (+6.0) 89.9 (+5.0) (+5.0) 58.3 (+7.8) 78.5 (+6.3) 53.3 (+7.7) 
Oregon 77.8 (+7.3) 88.9 (+5.3) (+6.3) 70.1 (+7.5) 70.5 (+7.6) 62.7 (+7.8) 
Pennsylvania 86.4 (+3.6) 93.8 (+2.5) (+2.8) 79.1 (+4.4) 78.8 (+4.3) 68.3 (+4.9) 
Philadeiphia County 88.3 (+5.4) 92.2 (+4.5) (+4.4) 81.2 (+6.5) 82.2 (+6.2) 73.0 (+7.3) 
Rest of state 86.0 (+4.2) 94.1 (+2.8) (+3.2) 78.8 (+5.1) 78.2 (+4.9) 67.5 (+5.7) 
Rhode Isiand 849 (+6.1) 94.7 (+3.9) 92.1 (+4.1) 90.7 (+4.4) 75.0 (+7.0) 69.2 (7.4) 
South Carolina 842 (+45) 92.5 (+3.2) 91.5 (+3.3) 80.8 (+4.8) 79.5 (+5.0) 74.9 (+5.3) 
South Dakota 88.7 (+4.5) 95.0 (+2.4) 85.3 (+5.2) 54.3 (+7.4) 76.9 (+6.1) 45.8 (+7.4) 
* Includes 24 doses of diphtheria, tetanus toxoid, and any acellular pertussis vaccine (DTaP) (also can include diphtheria and tetanus toxoid vaccine or diphtheria, tetanus toxoid, 


and pertussis vaccine); 23 doses of poliovirus vaccine; 21 dose of any measies-containing vaccine; >3 doses of Haemophilus influenzae type b vaccine; 23 doses of hepatitis B 
vaccine; and 21 dose of varicella vaccine 


' 4:3:1:3:3:1 plus 24 doses of 7-valent pneumococcal conjugate vaccine (PCV7). 
» Children in the 2007 National Immunization Survey were born during January 2004—July 2006. 
"24 doses of DTaP. 
** 21 dose of measles, mumps, and rubella vaccine 
tt 21 dose of varicella vaccine at or after child's first birthday. 
58 23 doses of PCV7. 
™ Confidence interval 
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TABLE 2. (Continued) Estimated vaccination coverage for the 4:3:1:3:3:1* and 4:3:1:3:3:1:4t vaccination series and selected 


individual vaccines among children aged 19-35 months, by state and selected local areas — National Immunization Survey, 
United States, 20075 





>4 DTaP? 21 MMR** 21 VARTT >4 PCV7SS 4:3:1:3:3:1 4:3:1:3:3:1:4 
State/Area % (95% CIM) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) 


Tennessee 84.8 (+6.0) t (+4.3) 92.3 (+4.7) 72.6 (+7.5) 78.7 (+6.7) 64.3 (+7.7) 
Texas 82.1 (+3.5) (+2.6) 90.0 (+2.6) 75.7 (+4.0) 77.3 (+3.8) 68.5 (+4.4) 
Bexar County 85.5 (+48) . (+3.9) 88.8 (+4.3) 79.1 (#5.5) 80.1 (+5.3) 74.0 (+5.8) 
City of Houston 77.9 (+5.6) (+3.8) 89.6 (+3.8) 71.6 (+5.9) 73.0 (+5.7) 64.1 (+6.2) 
Dallas County 77.0 (+6.0) . (+4.1) 90.0 (+4.1) 70.8 (+6.3) 71.9 (+6.2) 61.0 (+6.8) 
El Paso County 81.8 (+5.7) ; (+4.8) 91.1 (+4.7) 69.3 (+6.9) 77.4 (+6.2) 63.1 (+7.1) 
Rest of state 83.4 (+5.1) (+3.8) 90.2 (+3.8) 77.4 (+5.8) 78.7 (+5.6) 70.4 (+6.4) 
Utah 82.2 (+5.3) ‘ (+4.0) 86.6 (+4.8) 70.7 (+6.4) 73.6 (+6.1) 61.4 (+6.8) 
Vermont 81.9 (+7.5) (+5.2) 77.6 (+7.8) 84.2 (+7.0) 67.3 (+8.3) 62.7 (+8.5) 
Virginia 84.1 (+4.8) i (+3.8) 87.8 (+4.5) 79.1 (+5.1) 75.5 (+5.7) 67.9 (+6.1) 
Washington 80.9 (+5.4) (+3.9) 84.0 (+4.9) 73.8 (+6.0) 69.0 (+6.1) 64.6 (+6.2) 
Western Washington 88.1 (+4.8) (+3.9) 80.8 (+5.9) 82.3 (+5.8) 71.3 (+6.7) 66.8 (+7.0) 











Rest of state 79.3 (+6.4) (+4.6) 84.8 (+5.8) 71.9 (+7.2) 68.4 (+7.3) 64.1 (+7.4) 
West Virginia 84.5 (+4.9) (+2.1) 89.2 (+3.8) 75.8 (5.7) 75.5 (+5.6) 64.9 (+6.2) 
Wisconsin 82.0 (+6.1) (+4.6) 86.7 (+5.4) 78.7 (+6.5) 77.1 (+6.6) 69.6 (+7.2) 
Wyoming 78.7 (+6.1) (+5.2) 78.5 (+6.3) 68.0 (+6.7) 70.2 (+6.8) 58.7 (+7.1) 





TABLE 3. Estimated vaccination coverage among children aged 19-35 months, by selected vaccines and dosages, race/ethnicity,* 
and poverty levelt — National Immunization Survey, United States, 20075 


American 
Indiar/ Below At or above 
White Black Hispanic Alaska Native Asian poverty level poverty level 


Vaccine % (95% CI") % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) 
DTaP™ 


23 doses 95.5 (+0.7) 93.9 (+1.8) 96.1 (+1.1) (+2.9) 96.4 (+2.4) 94.1 (+1.2) 96.0 (+0.6) 
24 doses 85.3 (+1.2) 82.3 (+2.7) 83.8 (+2.2) (+7.1) 87.5 (+4.0) 81.1 (+2.1) 85.9 (+1.1) 
Poliovirus 92.6 (+0.9) 91.1 (+2.1) 93.0 (+1.6) (+5.5) 95.0 (+2.6) 91.9 (+1.3) 92.8  (+0.9) 
MMATt 21 dose 92.1 (+0.8) 91.5 (+2.0) 92.6 (+1.6) (+3.2) 93.9 (+3.5) 91.3 (+1.4) 92.6 (+0.8) 
HibS$ >3 doses 92.9 (+0.9) 90.8 (+2.2) 93.5 (+1.4) (+4.1) 91.0 (+3.4) 91.0 (+1.5) 93.1 (+0.8) 
Hepatitis B >3 doses 92.5 (+0.9) 91.2 (+2.1) 93.6 (+1.6) (+3.0) 93.8 (+2.9) 92.1 (+1.4) 92.9 (+0.9) 
Varicella =1 dose 89.2 (+1.0) 89.8 (+2.2) 90.6 (+1.7) (+3.5) 93.7 (+2.9) 89.2 (+1.6) 90.1 (+0.9) 
PCV7™ 

23 doses 89.8 (+0.9) 89.5 (+2.2) 91.0 (+1.7) (+4.3) 86.8 (+4.7) 89.0 (+1.6) 90.3 (+0.9) 
24 doses 76.6 (+1.4) 70.3 (+3.4) 75.4 (+2.6) 80.4 (+7.1) 75.0 (+5.9) 72.8 (+£2.4) 76.3 (+1.4) 
Combined series 

4:3:1:3"" 82.6 (+1.2) 79.5 (+2.9) 81.5 (+2.3) 85.3 (+7.2) 81.9 (+5.1) 78.8 (+2.2) 82.9 (+1.2) 
4:3:1:3;311T 81.0 (+1.3) 77.5 (+3.1) 79.8 (+2.4) 85.1 (+7.3) 80.7 (+5.2) 76.9 (+2.3) 81.4 (+£1.2) 
4:3:1:3:3:1 988 77.5 (+#1.3) 75.3 (3.2) 78.0 (+2.5) 82.7 (+7.5) 79.4 (+5.3) 75.0 (+2.3) 78.2 (+1.3) 
4:3:1:3:3:1:47 67.0 (+1.6) 62.0 (+3.6) 67.0 (+2.8) 74.6 (+8.4) 68.6 (+6.5) 64.7 (+2.7) 66.9 (+1.5) 
* Persons identified as white, black, Asian, or American Indian/Alaska Native are all non-Hispanic. 
Pacific Islanders and multiple races were not included because of small sample sizes. 

t Poverty status was based on 2006 U.S. Census poverty thresholds (available at http://www.census.gov/hhes/www/poverty.htmi). 
§ Children in the 2007 National immunization Survey were born during January 2004—July 2006. 

‘Confidence interval. 


** Diphtheria, tetanus toxoid, and any acellular pertussis vaccine, which can include diphtheria and tetanus toxoid vaccine or diphtheria, tetanus toxoid, and pertussis vaccine. 
tt Measles, mumps, and rubella vaccine. 

88 Haemophilus influenzae type b (Hib) vaccine. 

™ 7-valent pneumococcal conjugate vaccine (PCV7) 

***>4 doses of DTP/DT/DTaP, 23 doses of poliovirus vaccine, and 21 dose of any measies-containing vaccine, and 23 doses of Hib vaccine. 

ttt4:3:1:3 plus 23 doses of hepatitis B vaccine. 

$§54:3:1:3:3 plus 21 dose of varicella vaccine 

174:3:1:3:3:1 plus 24 doses of PCV7. 














Persons identified as Hispanic might be of any race. Native Hawaiian or other 
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facilities, might have contributed to these increases in vacci- 
nation coverage (A. Groom, CDC, personal communication, 
August 2008). However, further monitoring is needed to 
determine whether these levels will be sustained. 

As in 2006, the results of the 2007 NIS indicate that ditter 
ences in poverty status accounted for the observed differences 
in coverage between white and black children for the fourth 
dose of DTaP and fourth dose of PCV7. In 2007, these differ- 
ences in coverage between children living at or above the pov- 
erty level compared with children living below the poverty level 
were reduced by one percentage point for DTaP and by nearly 
‘ix percentage points for PCV7. Continued efforts are needed 
to improve vaccination coverage among children of all racial 
ind ethnic groups living below the poverty level. 

The 2007 NIS results confirm that the majority of parents 
are vaccinating their children, with less than 1% of children 
receiving no vaccines by age 19-35 months. Although vacci- 
nation coverage in this age group remains high, recent out- 
breaks of measles have occurred in certain communities (8). 
Several factors might explain this apparent paradox. Despite 
record high coverage with MMR vaccine, nearly 8% of chil- 
dren aged 19-35 months surveyed for the 2007 NIS remained 
unvaccinated. Measles is highly contagious, and clustering of 
unimmunized children within geographic areas can increase 
risk for measles and other vaccine-preventable disease trans- 
mission. Clusters of unimmunized children might not be 
detected by NIS methods and might not be visible in national 
and state rates. Furthermore, any changes in vaccination 
behaviors among parents of children born after July 2006 


vould not have been detected by the 2007 survey. 


Increased attention to parental concerns about vaccine safety 
has become apparent in recent years (9). The 2008 NIS is 
collecting information on parental concerns about vaccine 
ifety co better assess parental attitudes and beliefs about vac- 
cines. In addition, CDC and its partners are developing new 
ducational materials that can assist parents in making fully 
informed decisions about immunizing their children.** 
lhe findings in this report are subject to at least three limita- 
tions. First, NIS is a telephone survey, and statistical adjust- 
ments might not compensate fully for nonresponse and 
households without landline telephones. Second, underestimates 
of vaccination coverage might have resulted from the exclusive 
use of provider-veritied vaccination histories because complete- 


ness of these records is unknown. Finally, alchough national 





coverage estimates are precise, annual estimates and trends for 
state and local areas should be interpreted with caution because 
of smaller sample sizes and wider confidence intervals. 


Achieving and maintaining high vaccination coverage 
re] o z 


levels is important to further reduce the burden of vaccine- 
preventable diseases and prevent a resurgence of measles and 
other diseases that have been eliminated in the United States 


(10). Although vaccination coverage estimates were at record 


highs and above the Healthy People 2010 target for most ot 
the routinely recommended vaccines in 2007, ongoing efforts 
through partnerships among national, state, local, private, and 
public entities are needed to sustain these levels and ensure 


that vaccination programs in the | jnited States remain strong. 
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Laboratory Surveillance 
for Wild and Vaccine-Derived 
Polioviruses — Worldwide, 
January 2007-June 2008 


Che Global Polio Laboratory Network (GPLN), compris- 
ing 145 facilities in 100 countries and operating in all six World 
Health Organization (WHO) regions,* was established in 1988 
to support the Global Polio Eradication Initiative. GPLN iso- 
lates and characterizes polioviruses from stool specimens of 
patients with acute flaccid paralysis (AFP), trom healthy con- 
tacts of AFP patients, and, in some laboratories, from sewage 
samples. Nucleotide sequences (viral capsid protein VP 1 
region; 900-906 nucleotides) are determined for wild polio- 
virus (WPV) 


sample to target vaccination activities based on the patterns 


isolates from each patient, contact, or sewage 


of virus transmission. This report updates previous reports 
(1,2) describing GPLWN activities and vaccine-derived polio- 
2008. 


virus (VDPY) surveillance during January 2007—June 
GPLN routinely screens for and characterizes VDPVs, which 
have caused polio outbreaks in areas with low oral poliovirus 
vaccine (OPV) coverage and caused prolonged infections in 


persons with primary immunodeficiencies (3). Data from 
GPLN guide the global initiative to eliminate polio. GPLN 


data are used to confirm polio cases, identify reservoirs of 


endemicity, determine serotype distributions of circulating 
polioviruses, detect importations, identify VDPYVs, and ulti- 
mately document the absence of WPV and VDPYs for certi- 


fication of polio eradication. 





Laboratory Network Performance 


WHO monitors GPLN performance through an annual 


laboratory accreditation program that uses proficiency test- 


ing, confirmatory testing by reference laboratories, and other 
measures to evaluate laboratory performance and the timeli- 
ness and accuracy of results. Of the 145 network laboratories, 
143 were fully accredited in 2007, one was provisionally 
accredited, and one was not evaluated. Performance reviews 
are under way for 2008. 

GPLN tested 234,521 stool specimens from AFP cases dur- 
ing January 2007—June 2008 (Table 1), a 12% increase in 
workload compared with the previous 18-month period. Most 
(90%) AFP specimens were from the polio-endemic WHO 
regions of Africa, the Eastern Mediterranean, and South-East 
Asia, where workloads increased by 7.5%, 3.2%, and 23.8%, 
respectively. 

During mid-2006, GPLN began implementing measures 
to accelerate poliovirus confirmation in the 44 laboratories in 
polio-endemic regions. By June 2008, all 44 laboratories had 
idopted a new algorithm for virus isolation that shortened 
isolation reporting times from 28 days to 14 days. A new 
algorithm using polymerase chain reaction (PCR) and enzyme- 
linked immunosorbent assay procedures for intratypic differ- 
entiation (ITD) between wild and vaccine-like polioviruses 
was introduced in 12 laboratories in mid-2006 and in an 
additional 10 laboratories by June 2008, and shortened ITD 
reporting times from 14 days to 7 days. During 2007-2008, 
the percentage of virus isolation results reported within 14 
days of specimen receipt remained unchanged in the Africa 
region (83%), but increased from 36% to 95% in the Eastern 
Mediterranean region and from 36% to 84% in the South 


East Asia region. 


TABLE 1. Number of specimens and poliovirus isolates, percentage of specimens with nonpolio enterovirus (NPEV) isolates, and 
timing of results, by World Health Organization (WHO) region and year — January 2007—June 2008 





January—December 2007 


January—June 2008 





No. of poliovirus 


: 
isolates % epecr 


mens with % 
NPEV results 
isolated on time* 


No. of Sabin- 


WHO region specimens Wild like 


% ITDt results 
within 60 days 
of paralysis 
onset 


No. of poliovirus 
isolates 


No. of Sabin- 
specimens Wild like 


% ITD results 
within 60 days 
of paralysis 
onset 


% speci- 
mens with % 
NPEV results 
isolated on time* 





Atrica 24,484 661 1,137 18.0 83.0 
Americas 1,880 0 54 9.0 90.3 


Eastern Mediterranean 22,522 94 914 18.3 80.6 
Europe 2,247 0 42 7.2 98.0 
South-East Asia 93,412 1,565 3,163 19.0 36.0 
Western Pacific 12,250 0 321 9.0 96.0 
Worldwide 156,795 2,320 5,631 17.0 55.9 


82.0 14,443 1,023 526 13.9 83.0 87.0 


100.0 691 0 18 7.0 84.0 100.0 


76.5 12,887 52 593 15.3 95.0 75.2 
86.0 513 0 3 2.6 100.0 100.0 
91.0 44,221 590 1623 22.0 84.0 97.0 


52.0 4,971 0 70 8.0 96.0 59.0 
84.5 77,726 1,665 2,833 18.2 86.5 89.1 





* Reported within 14 days for laboratories in the regions of Africa, Americas, and Eastern Mediterranean, and within 28 days for the regions of Europe and Western Pacific. In 
South-East Asia, the test algorithm changed in mid-2007; 99% of specimens were reported within 28 days during the first 6 months of 2007, and 41% were reported within 14 


days during the last 6 months. 
t Intratypic differentiation. 
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Detection and Characterization of WPV 
isolates and Transmission Links 

WPV isolates were detected in stool specimens from AFP 
patients in 16 countries (4) during January 2007—June 2008 
257 (86%) of 1.470 WPV1 


isolates and 2,444 (97%) of 2,518 WPV3 isolates were found 


(Table 2). During this period, 1, 


in the four polio-endemic countries of Afghanistan, India, 
Nigeria, and Pakistan. In India, the ratio of WPV1 to WPV3 
isolates reversed, from approximately 24:1 (July 2005 


December 2006) to approximately 1:13 (January 2007—June 


2008), reflecting a WPV3 outbreak, primarily in the states of 


Bihar and Uttar Pradesh, and also the effectiveness of pro- 
gram activities that prioritized the use of monovalent type | 
oral polio vaccine (mOPV1) in supplementary vaccination 
campaigns to interrupt WPV1 transmission. WPV1 endemic- 
ity is sustained in India by approximately six lineages, but the 
WPV3 outbreak has expanded the number of WPV3 lineages 
in India from approximately 10 to 40 (5). Sequence data 
reveal frequent cross-border transmission of WPV1 and 
WPV 3 between southern Afghanistan and southern Pakistan, 


continued WPV1 endemicity in Sindh province in Pakistan, 


and persistent WPV1 and WPV3 circulation in and around 


Pakistan's Northwest Frontier Province, even as genetic diver- 
sity of WPV1 and WPV3 remains low (6). Although the num- 


ber of cases in Nigeria were reduced by 50% during January 


2007—June 2008 compared with July 2005—December 2006, 
multiple genetic lineages of WPV1 and WPV3 continue to 
circulate in the country (7). 

The 12 countries where polio is not endemic (Angola, Aus- 
tralia, Benin, Central African Republic, Chad, Democratic 
Republic of the Congo, Ethiopia, Myanmar, Nepal, Niger, 
Somalia, and Sudan) accounted for 212 (14%) of WPV1 iso- 
lates detected during January 2007—June 2008; all of these 
viruses were genetically linked to those found in India or Ni- 
geria (Table 2). Sequence data showed that a WPV 1 isolate of 
Indian origin detected in Angola in 2007 represented a con- 
tinuation of an outbreak that began in 2005. WPV1 from the 
Angola outbreak spread to the Democratic Republic of Congo 
in 2007 and subsequently to the Central African Republic in 
2008. A second WPV 1 importation from India was detected 
in Angola in 2008. The WPV1 from Myanmar was imported 
from India via Bangladesh during 2006-2007, and the WPV1 


TABLE 2. Number of wild poliovirus (WPV) isolates detected from persons with acute flaccid paralysis (AFP), by World Health 
Organization (WHO) region and country — January 2007—June 2008 





January—December 2007 


January—June 2008 





WHO region and country No. of WPV isolates 





Serotype * Serotype* 








1 3 No. of WPV isolates 1 3 





Africa 661 
Angola! 14 
Benin$ 0 
Central African Republict 0 
Chad§ 47 
Democratic Republic of the Congot 75 
Ethiopia 0 
Nigeria 504 
Nigers 21 

Americas 0 


Eastern Mediterranean 94 
Afghanistan 30 
Pakistan 59 
Somalia$ 5 
Sudan’ 0 


Europe 0 
South-East Asia 
india 
Myanmart 21 
Nepalt 7 
Western Pacific 1 
Australia! 1 
Worldwide 2,322 


354 


$ 
N 


1,023 172 
39 35 
1 0 
2 0 
15 
4 
4 


14 


LY) 
© 
mMOoonNnNccCcoe 


21 
0 


53 
23 
29 
0 
1 


0 


1,758 





* No serotype 2 isolates detected. 


' Linked to WPV type 1 (WPV1) and/or WPV type 3 (WPV3) that originated in northern India. 


5 Linked to WPV1 and/or WPV3 that originated in northern Nigeria. 


*WPV1 from adult patient of Pakistani origin, with paralysis onset in Pakistan before entering Australia. 
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from Somalia was imported from Ethiopia (with Nigeria as 


the ultimate source) during 2006-2007. Two genetic lineages 


of WPV 1 circulated in Chad in 2007; one lineage signaled a 
new importation from Nigeria, with local spread, and the other 
signaled continued circulation of virus imported from Nige- 
ria that had caused an outbreak in Chad more than 3 years 
earlier. WPV 1 isolates detected in Ethiopia and Sudan in 2008 
were of a different lineage than those detected in Chad, but 
were linked to each other and to outbreak viruses originating 
in Nigeria that were found at least 3 years earlier in these coun- 
tries. WPV1 was isolated in Australia in 2007 from a Paki- 
stani adult who had paralysis onset in Pakistan before traveling 
to Australia. The 12 countries where polio is not endemic also 
accounted for 74 (3%) of WPV3 isolates detected during 
January 2007—June 2008. WPV3 isolates in Angola and Nepal 
originated in India, and WPV3 isolates in Chad and Niger 
originated in Nigeria. In Nepal, seven importations of WPV3 
were detected within 18 months, but no evidence of second- 
ary spread was detected. Howey er, local spread Was detected 
from the WPV3 importations in Angola, Chad, and Niger. 

WPV 1 and WPV3 also were detected by GPLN from non- 
AFP sources. WPV 1 was isolated from a healthy contact of an 
AFP patient in Sudan in 2007. WPV1 and WPV3 found in 
sewage in Mumbai, India, in 2007 and 2008 were closely 
related to viruses circulating in the northeastern state of Bihar. 
WPV1 isolated from sewage in Switzerland in 2007 was 
closely related to WPV1 imported into Chad from Nigeria 
in previous years. No poliomyelitis cases were identified in 
Switzerland. 


Detection of VDPVs 


GPLN screens for VDPVs among vaccine-related isolates. 
Isolates are sequenced if results from ITD tests based on 
genetic and antigenic properties are discordant. A combina- 
tion of sequence results, clinical status, and epidemiologic 
investigations are used to categorize Sabin-related isolates as 
1) circulating VDPVs (cVDPVs), if obtained trom two or 
more AFP cases in the same area; 2) immunodeficiency- 
associated VDPVs (iVDPVs), if isolated from persons with 
primary immunodeficiencies; or 3) ambiguous VDPVs 
(aVDPYs), if results provide no evidence of community cir- 
culation or immunodeficiency (3). During January 2007—June 
2008, GPLN screened 8,478 Sabin-related isolates trom AFP 
cases (Table 3). cVDPVs were found in Myanmar (eight type 
1 trom four cases) and Nigeria (207 type 2 trom 101 cases). 


iVDPVs were found in the Russian Federation (one type 1), 





TABLE 3. Number of Sabin vaccine virus isolates from persons 
with acute flaccid paralysis, by World Health Organization 
(WHO) region — January 2007—June 2008 


Vaccine-derived poliovirus’ 








Sabin- cVDPVS iVDPV1 aVDPV** 

WHO region like' isolates isolates isolates Total't 
Africa 1,468 207 0 2 1,667 
Americas 72 0 0 0 72 
Eastern 

Mediterranean 1,504 0 0 1,507 
Europe 42 2 45 
South-East Asia 4,778 8 0 4,786 
Western Pacific 387 0 4 391 
Worldwide 8,251 215 8 8,478 








* Apoliovirus with >1% sequence difference compared with Sabin vaccine 
virus. 

' Either concordant Sabin-like results in tests of intratypic differentiation 
or <1% sequence difference compared with Sabin vaccine virus. 

§ Circulating vaccine-derived poliovirus. 


1 Vaccine-derived poliovirus isolated from a person with primary immuno- 
deficiency. 


** Ambiguous vaccine-derived poliovirus that cannot be categorized as 
iVDPV or cVDPV. 


tT In the majority of cases, an isolate was obtained from both stool specimens 
collected from patients. 


Belarus (one type 2), and Iran (one coinfection with types | 
ind 2, and one type 2). aVDPVs isolated in China in three 
areas (Guangxi Zhuang Autonomous Region [one type 1), 
Shandong Province [two type |], and Shanxi Province [one 
|) signaled independent events with no evidence of cir- 
culation. A type 2 VDPV isolated from a single AFP case in 


, 


the Russian Federation in 2008 is under clinical investiga- 


type | 


tion. A type 2 aVDPV was found in the Democratic Republic 
of Congo in 2007, and a type 3 aVDPV was detected in a 
child in Malawi in 2008. GPLN and collaborating laborato- 
ries also found type 1 aVDPVs in a sewage sample collected 
in Zurich, Switzerland in 2008, and type 2 aVDPVs in sew- 
age samples collected in Egypt in 2007, in Israel in 2007 and 
2008, and in Geneva, Switzerland, in 2008. No paralyzed 
persons have been determined to be associated with aVDPV 
detection in sewage. 


r 


Reported by: Polio Eradication Dept, World Health Organizatic 


, py , ; , 
Geneva, Switzerland, Urv of \ val Disease s aiid Global Iminunt : 


y 


y y r 
iit \ ional enter for Inunwiication dn 1 Resp ratory Lisea 


Editorial Note: Results trom GPLN regularly are used to tar 
get polio vaccination activities to interrupt poliovirus trans- 
mission. Data from GPLN also are evaluated to determine 
progress toward polio eradication, as indicated by reductions 
in geographic spread and reductions in genetic diversity among 
virus isolates. Based on these criteria, India made substantial 
progress in reducing WPV1 transmission during January 
2007—June 2008. In contrast, WPV3 transmission was wide 
spread in the Indian states of Bihar and Uttar Pradesh during 


most of this period, with genetic diversity increasing, | imited 
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evidence of program progress was detected in Afghanistan, 
Pakistan, and Nigeria, the other three WPV-endemic countries 


(6,7) 


WPV importations continue because of failure to interrupt 


transmission in WPV-endemic countries, particularly Nigeria 
and India. A single infected traveler, such as the WPV1- 
infected person from Pakistan who went to Australia, is a source 
of virus who potentially can spread the virus within another 
country. This underscores the importance of maintaining labo- 
ratory and surveillance capacity in polio-free regions. Coun- 
tries neighboring WPV-endemic countries (¢.g., Chad, Niger, 
and Nepal) are at particular risk tor repeated WPV importa- 
tions, although long-range importations also occur, as was 
observed in the importation of WPV 1 and WPV3 into Angola. 
Che apparent lack of imported virus spread in Nepal demon- 
strates that high polio vaccination coverage can mitigate the 
potential consequences of importation. WHO estimated rou- 
tine coverage with 3 doses of OPV by age 12 months in 2007 
was 91% for Nepal, 36% for Chad, and 79% for Niger.® Gaps 
in genetic information linking WPV isolates to their most 
closely related ancestor are interpreted as weaknesses in AFP 
surveillance. Substantial sequence gaps existed for viruses 
detected in Chad in 2007 and southern Sudan and Ethiopia 
in 2008. Such laboratory data are used to identify and address 
reasons for suboptimal surveillance performance. 

In Nigeria and Myanmar, locations overlapped where WPV 
VDPVs 


cocirculated with WPV1 and WPV3, indicating serious prob- 


ind cVDPVs were found. In Nigeria, type 


lems with vaccination coverage. In Myanmar, local gaps in 
OPV coverage in 2007 allowed imported WPV1 to spread 
and type | cVDPV to emerge before both outbreaks were 
controlled. 

GPLN has reduced laboratory reporting time in polio- 
endemic regions by ipproximately 50% by implementing new 
test algorithms and increasing ITD testing capacity. The lat- 
ter strategy required investments in staff training and equip- 
ment that will be offset by reductions in costly intercountry 
shipments of specimens. In some facilities, equipment pro- 
vided for ITD testing also can be used for laboratory diagno 


sis of other vaccine prev entable diseases. 
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Notice to Readers 





National Gynecologic Cancer Awareness 
Month — September 2008 


September is National Gynecologic Cancer Awareness Mc ynth. 
This observance is intended to increase awareness of gyneco- 
logic cancers, thus enabling early detection, appropriate treat- 
ment, and a greater chance for recovery. In 2004 (the most 
recent year for which data are available), approximately 73,000 
women in the United States were diagnosed with a cancer 
affecting the reproductive organs, and approximately 27,000 
women died from some form of gynecologic cancer (/). 

lo raise awareness about the five major gynecologic cancers 
(cervical, ovarian, uterine, vaginal, and vulvar), CDC, in col- 
laboration with the U.S. Department of Health and Human 
Services Oftice on Women’s Health, established the Inside 
Knowledge: Get the Facts about Gynecologic Cancer cam- 
paign. This campaign aims to communicate 1) the impor 
tance of finding gynecologic cancers early, when treatment is 
most effective, and 2) the need for women to pay attention to 
their bodies and know what is normal for them, so that they 
can recognize the warning signs of gynecologic cancers. This 
campaign also supports the Gynecologic Education and 
Awareness Act of 2005, or Johanna’s Law. Additional infor- 
mation about the Inside Knowledge campaign is available at 
heep://www.cde.gov/cancer/knowledge. 
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Public Health Informatics 
Fellowship Application Deadline — 
November 14, 2008 


CDC offers a 2-year postgraduate fellowship in public 
health informatics, the systematic application of informa- 
tion technology to public health practice, research, and learn- 


ing. Fellows receive training in both informatics and public 
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health, are assigned to teams involved in research and devel- Additional information regarding the application process is 


opment of CDC information systems, and are given the available at http://www.cdc.gov/epo/phifp/appinfo.hem. 


opportunity to lead one or more major projects during their \dditional information regarding the program is available at 


tellowships. heep://www.cde.gov/epo/phitp, by telephone, 404-498-6219, 


he deadline to apply for the fellowship period beginning or t 


oy e-mail, phitp@cde.gov (subject line: request info). 
July 2009 is November 14, 2008. All supporting 


x documents 


must be received by the Public Health Informatics Fellowship 
otfice by November 21, 2008. 





QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Adults Aged >18 Years Who Used Complementary 
and Alternative Medicine (CAM),* by Selected Diseases and Conditions? 
and Sex — National Health Interview Survey, United States, 20078 
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* A group of diverse health-care systems, practices, and products not presently considered 
to be part of conventional medicine. CAM includes acupuncture; ayurveda: homeopathic 
treatment; naturopathy: traditional healers; chelation therapy; nonvitamin, nonmineral, natural 
products; diet-based therapies: chiropractic or osteopathic manipulation; massage; movement 
therapies; biofeedback; meditation; guided imagery; progressive relaxation; deep-breathing 
exercises; hypnosis; yoga; tai chi: gi gong: and energy healing therapy. Respondents might 
have reported using more than one type of CAM 
Respondents were asked: “Did you use (specific CAM therapy) for a specific health problem 
or condition?” and “For what health problems or conditions did you use (specific CAM therapy)?” 
Estimates were age adjusted using the projected 2000 U.S. population as the standard 
population and four age groups: 18-24 years, 25-44 years, 45-64 years, and >65 years 
Estimates were based on household interviews of a sample of the civilian, noninstitutionalized 
U.S. population. Persons with unknown CAM information were exciuded from the 
denominators 


35° confidence interval 





In 2007, approximately 38% of adults aged >18 years reported using CAM during the preceding 12 months 
Women (43%) were more likely than men (34%) to use CAM, and men and women differed in their use of CAM 
for certain conditions. Women were more likely than men to use CAM for neck pain, arthritis, and anxiety; men 
were more likely than women to use CAM to reduce cholesterol. 


SOURCE: National Health Interview Survey, 2007. Available at http://www.cdc.gov/nchs/nhis.htm. 
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TABLE 1. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending August 30, 2008 (35th week)* 





Total cases 
reported for previous years 


5-year 
Current Cum veekly 
Disease week 2008 average’ 2007 2006 2005 2004 2003 States reporting cases during current week (No.) 
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TABLE 1. (Continued) Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — 
United States, week ending August 30, 2008 (35th week)* 





FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 
4-week totals August 30, 2008, with historical data 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2008, and September 1, 2007 (35th Week)* 
Chiamydia' Coccidiodomycosis Cryptosporidiosis 








Previous Previous Previous 
5 5 ar 5? uw 
Current __52 weekS Cum Cum Current ___52weekS Cum Cum Current 52 weeks Cum Cum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2008, and September 1, 2007 
(35th Week)* 





Haemophilus influenzae. invasive 
Giardiasis Gonorrhea All ages. all serotypes’ 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2008, and September 1. 2007 
(35th Week)* 


Hepatitis (viral, acute), by type’ 
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Reporting area week Med Max 2008 








Previous 
ee CNS CC Cum Cum Current 52 weeks Cum Cum 
week Med Max 2008 2007 week Med Max 2008 2007 
United States 


New England d 34 1 
tout 





Mid. Atlantic 


E.N. Central 


W.N. Central 


>. Atlantic 


= 


S. Central 


Mountain 


Pacific 











977 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2008, and September 1, 2007 
(35th Week)* 





Meningococcal disease, invasive! 
All serotypes 
Previous 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2008, and September 1, 2007 
(35th Week)’ 





Pertussis Rabies, animal Rocky Mountain spotted fever 





Previous Previous Previous 
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ontinued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2008, and September 1, 2007 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2008, and September 1, 2007 
(35th Week)* 





Streptococcal pneumoniae, invasive disease, nondrug resistant 


Streptococcal diseases, invasive, group A Age <5 years 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2008, and September 1, 2007 
35th Week)* 





Streptococcus pneumoniae, invasive disease, drug resistant’ 





All ages 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 30, 2008, and September 1, 2007 
35th Week)* 





West Nile virus disease’ 





Varicella (chickenpox) Neuroinvasive Nonneuroinvasive® 





Previous 


Previous Previous 
52 weeks 


=> us = 52 wee " as = 
Current 92 weeks Cum Current ___ 92 weeks Cum Current Cum Cum 


Reporting area week Med Max 2008 week Med Max 


2008 veek Med Max 2008 2007 





ted States 


New England 


Vid. Atlantic 


W.N. Central 











MMWR 





TABLE Ill. Deaths in 122 U.S. cities,“ week ending August 30, 2008 (35th week) 





All causes, by age (years) 


All P&I 
Reporting area Ages 65 5-64 25-44 1-24 « Total 
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